To the Editor,
A 39-yr-old man with a known difficult airway was scheduled to undergo stabilization of a right fibula fracture. Adhering to the manufacturer's four-step technique (below), a GlideScope video laryngoscope (Verathon Ò , Medical Inc., Bothell, WA, USA) was used to facilitate placement of the endotracheal tube (ETT) with the aid of a Rigid Stylet Ò . 1 The GlideScope manufacturer describes the four-step technique as follows: 1) look directly into the mouth to introduce the video laryngoscope; 2) look at the monitor to identify the epiglottis and obtain the best view; 3) look back into the mouth to guide the ETT carefully into position near the tip of the laryngoscope; 4) look back at the monitor to intubate the trachea. Slight resistance was noted as the ETT was advanced through the oropharynx until it was visualized on the GlideScope monitor. At completion of surgery, blood was noted in the oropharynx, and further examination revealed that the ETT had perforated the right anterior tonsillar pillar ( Figure, panel A) . The ETT was then removed revealing the defect through the pillar (Figure, panel B) . The laceration was repaired with mattress sutures; the patient's trachea was extubated without incident, and he made a full recovery.
This case shows a complication of endotracheal intubation using a video laryngoscope. Cases have been reported of trauma to the oropharyngeal structures during video laryngoscope-assisted endotracheal intubations with ETTs loaded with rigid stylets. The laryngoscope is the structure at the top of the image, the uvula is at the bottom, and the tongue is on the left side. Panel B) The endotracheal tube has been removed, allowing for visualization of the perforation of the anterior tonsillar pillar advanced past the base of the tongue and across the oropharynx, it proceeds through a ''blind spot'' where the operator cannot visualize the ETT on the display screen and trauma can occur. 2, 5 When using video laryngoscopes, it is imperative to follow the four-step technique with special emphasis on keeping direct visual contact with the tip of the ETT as far as possible into the oropharynx before looking at the monitor of the video laryngoscope. This practice will minimize the distance of the blind spot. To mitigate the risk of trauma once the ETT is in the blind spot, the ETT should be advanced carefully without resistance until it is visualized on the screen.
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